Fig 1 A method of tubal splinting in which patency of the cornua is maintained by a polythene splint held in the uterine cavity by a malleable metal ring to flow from vagina to cornua and contribute to secondary stenosis. However, the theoretical risk of ascending infection remains if the rod projects into an unsterile vagina. Fixation of the polythene splint to the skin of the abdominal wall suffers from the same theoretical disadvantage. If the polythene splint is left in the cavity of the uterus without internal fixation it is likely to be extruded.
A method of cornual reimplantation which minimizes the risk of infection involves fixation of the polythene splint in the uterine cavity by means of a malleable metal ring that can easily be removed through the cervix with a hook and yet which is large enough to maintain its position without spontaneous expulsion (Fig 1) . Shirodkar (1960) has achieved the same end by looping the polythene inside the uterine cavity.
At laparotomy through a low transverse incision the presence of isthmic or cornual occlusion is confirmed by retrograde or antegrade injection of methylene blue. The uterus is split by a coronal incision following the technique of Berkeley & Bonney (1947) . A polythene splint is looped around a Grafenberg ring of malleable silver wire and threaded through the lumen of each tube. The implanted ends are fixed in the uterine cavity and the uterine incision is closed in two layers.
The patient returns two months later and under light general aneesthesia the ring can easily be located with a small hook and removed together with the splint. Bacteriological examination of the ring has always been sterile.
True cornual or isthmic occlusion as opposed to physiological occlusion due to tubal spasm is a rare disease in the Oxford region and only 17 cases have been treated over a ten-year period. Five of these are known to have patent tubes as shown by post-operative salpingograms.
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A Method of Trachelorrhaphy Using Non-absorbable Sutures
The operation of trachelorrhaphy is one of the oldest in gyntecology. Blair-Bell in 1919 wrote that 'the treatment of cervical lacerations with eversion of the cervix and chronic cervicitis is operative repair'. Yet in recent years the operation is rarely performed because of the efficiency of cauterization, often performed on an out-patient basis. Deep radial cauterization or diathermy excision of infected tissue is required for extensive chronic cervicitis but does not restore the normal anatomy if this is associated with old cervical lacerations. By contrast surgical excision allows healing by first intention with restoration of anatomy. The main danger of trachelorrhaphy using catgut sutures is secondary h&morrhage due in part to the acute inflammatory reaction induced by catgut.
For several years in Oxford plastic repair of the cervix has been performed using unabsorbable interrupted sutures of Mersilk on a trocarpointed needle.
The area of cervix to be removed is demarcated by vulsellum forceps and will vary according to the extent of the disease and whether the laceration is unilateral or bilateral. Infected tissue is excised with a knife and the repair completed with 2 or 3 figure-of-eight sutures with the ends left long to facilitate easy removal. The sutures are removed in the clinic six weeks later leaving a cervix which looks nulliparous. Table 1 shows theresults ofthis procedure in the five-year period 1963-7. Out of a total of 435 patients treated for chronic cervicitis the incidence of secondary hemorrhage was 2-75 %. The incidence in patients undergoing trachelorrhaphy was 3 04% a figure marginally higher but not statistically different from the incidence of secondary htmorrhage after cauterization on a smaller number ofpatients. Though the problems of treating stress incontinence are well known (particularly recurrent stress incontinence following surgery or where surgery is contraindicated), it is sometimes forgotten that the most recent follow-up studies of the operative treatment confirmed that approximately a quarter of such patients have no lasting improvement (Skjaeraasen 1969) . So far as non-operative treatment is concerned, the last few years have been devoted to development of various forms of electronic pessary (de Soldenhoff & McDonnell 1969) . It is suggested that a much simpler device -the vaginal tampon -may have a place in these difficult and trying cases.
Five cases were then presented, where stress incontinence for which surgery was contraindicated had been completely controlled with a simple vaginal tampon. At first a 'super' tampon (Lil-lets) had been used, the advantage being that it expanded in diameter after being placed in the vagina. Subsequently, because of the firmness of this tampon and the fact that it had been used in the aged and was liable to produce a traumatic vaginitis, it had been replaced with a tampon made in the out-patient department from polythene sponge. The cases were briefly described and illustrated by a film.
The use of the vaginal tampon is in no sense intended to replace surgery, but is believed to be an additional therapeutic measure of special use in difficult cases.
Possibly an enterprising firm might make sponge tampons impregnated with an (estrogen ointment for use in the elderly.
